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Outpatient Neurorehabilitation Center
912 Third Street, Suite 102 % Greensboro, NC 27405 % Phone: 336-271-2054 % Fax: 336-271-2058

LOW VISION REHAB
REFERRAL FORM

Patient’s Name: Date of Birth

DIAGNOSIS
Check one: I:l Macular Degeneration Acuity OD (OF]
I:l Glaucoma
[ ] Diabetic Retinopathy
E| Other vision deficit

SCREENING
With corrected vision (i.e. glasses, magnifiers) does your patient report:
[ |Difficulty reading [ |Difficulty filling out checks or forms
[ |Difficulty completing ADLs [ |Difficulty pouring liquids, setting dials on stove, etc.

D Difficulty reading medication labels, food labels, [:, Difficulty seeing steps or curbs
phone book, etc.

LOW VISION SERVICES PROVIDED AT THE NEUROREHABILITATION CENTER
Check Appropriate Discipline and Treatment:

[ ]Occupational Therapy [ ] Physical Therapy
[ ]Low Vision Evaluation [ ] Evaluate and Treat as Needed
[ |ADL Evaluation [ ] Balance

[ |Evaluate and treat as needed

MD Signature Date

Please provide the following information when faxing a referral.
The outpatient rehab center will call the patient to schedule an appointment.

Referral from: Telephone:
(Office Name)
Office Contact: Fax:
Patient’s Social Security #: Patient’s Phone (day/evening):
Referred by: Primary MD:

(if different from referring MD)

Insurance:

Please fax the patient’s history and physical findings in order to assure the most thorough treatment.



